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State Health Benefit Plan
2012 Wellness Appeal Form
 
Section IV.  Authorization  
If I have provided my e-mail address above, my signature below authorizes SHBP to provide an approval or denial of my appeal via e-mail.  I hereby certify that the above information and any supporting document(s) are true and correct.
Completed Health Actions
PH
Date of Completion
SP
Date of Completion
Biometric Screening                  
Online Health Assessment
Section I.  Please type or legibly print, the requested information below.                                             
                  
SHBPWA (07/2012)
Please submit this form and supporting documents to the mailing address or fax number listed below.   Supporting documentation includes:  Proof of completion of your Online Health Assessment,  a copy of your Biometric Screening Results (from either the SHBP-approved biometric screening event or your physician) and/or documentation supporting Circumstances listed in Section III.
 
To expedite the Appeals Review, Fax to: 1(855)700-5912
 
OR
 
Mail To: State Health Benefit Plan
P.O. Box 1990
Atlanta, GA 30301-1990
 
 
 
 
 
Section III.  If the "2012 Wellness Promise" was not met, due to circumstances beyond your control, type or legibly print the reason and provide supporting documentation.  (Limit description to visible area below)
Section II.  For the health action(s) identified below, please check the applicable box and enter the date of completion.                     PH = Policy Holder                  SP = Spouse
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